Arterial placentography has been practised at St Mary's Hospital for many years. A total of 350 patients have now been investigated by this technique, with no failures and no complications.
Radiology in Obstetrics
and Gynaecology [Abridged] Dr David Sutton (St Mary's Hospital, London W2) Arterial Placentography [Abstract] Arterial placentography has been practised at St Mary's Hospital for many years. A total of 350 patients have now been investigated by this technique, with no failures and no complications.
As now practised, the technique consists of percutaneous insertion of a catheter up the femoral artery and a bolus of contrast is then rapidly injected and a single X-ray film exposed.
The findings were analysed and discussed with special reference to the diagnosis of placenta prnvia. As now practised the method appears to be absolutely reliable and completely accurate in diagnosis. The value of arterial placentography was also demonstrated in the diagnosis of hydatidiform mole and choriocarcinoma.
Dr P R Golding, Dr M Sidaway and Dr K D Bagshawe (Charing Cross Group ofHospitals (Fulham Hospital), London W6) Pelvic Arteriography in Trophoblastic Disease Pelvic arteriography is relevant in two fairly distinct situations, the diagnosis of hydatidiform mole and the diagnosis and clinical management of invasive trophoblastic neoplasia.
The arteriographic appearances of hydatidiform mole have been described in detail by Cockshott et al. (1964) and Borell et al. (1966) . There is gross enlargement of the uterus with stretched dilated uterine arteries and the cavity of the uterus is filled by a large avascular mass with smooth rounded intervillous spaces and hydropic molar villi producing 'punched out' areas in the contrast medium at the site of uterine attachment.
The main limitation of arteriography in the diagnosis of mole is the radiation hazard if the pregnancy proves to be normal. Except where termination is contemplated anyway, ultrasonic diagnosis would seem preferable on present evidence.
Appearances ofInvasive Trophoblastic Neoplasia
In view of the clinical and radiological similarities between choriocarcinoma and invasive mole the term invasive trophoblastic neoplasia (ITN) is used to describe trophoblastic disease where the uterine cavity is empty but residual disease is present as manifested by clinical and hormonal criteria.
The principal abnormal features in the pelvic arteriogram are as follows:
(1) Dilatation of the uterine arteries in the early arterial phase.
(2) Uterine enlargement identified by increased separation of the uterine arteries in the regions of the cervix and fundus.
(3) Dilatation and increased length and tortuosity of the ovarian arteries. (4) Dilatation and early filling of intramural arteries. In some cases, a dilated vessel leads to an area of blurred opacification (Brewis 1966).
(5) Filling of irregular vascular spaces in about 80 % of arteriograms; the medium clears slowly. (6) Localized rounded avascular areas surrounded by a network of fine vessels both inside and outside the uterus. (7) Rapid and massive venous filling may occur through arteriovenous fistulm before contrast has reached the finer arterial branches. Evaluation ofArteriography in Invasive Trophoblastic Neoplasia Arteriography provides visual localization of a disease process which in some instances is known to be present only by virtue of its production of chorionic gonadotrophin. It may also demonstrate metastatic disease in the pelvis which is undetectable by any other means. Pelvic arteriography is sometimes of value in selecting patients for hysterectomy. Where chemotherapy has eradicated identifiable metastases, and residual disease persists as evidenced by hormonal criteria and local arteriographic abnormalities in the pelvis, hysterectomy has proved successful in final elimination of the disease in some patients (Bagshawe 1969) .
While improvement in arteriographic appearances accompanies a favourable response to treatment, abnormalities may persist long after any clinical and biochemical evidence of disease.
Persistent arteriovenous shunts following successful chemotherapy have been previously reported (Hendrickse & Cockshott 1967) and have been noted in several of our patients. In two cases they have contributed to torrential menorrhagia necessitating hysterectomy.
Arteriographic features of pregnancy and ITN show considerable overlap, with dilated intramural arteries, irregular vascular spaces with frayed margins, and delayed emptying in both conditions (Fernstrom 1955) . Interstitial tubal pregnancy (Borell et al. 1966) , placenta accreta and missed abortion , Borell & Femstrom 1961 have similar appearances with enlarged vascular intervillous spaces and occasional round avascular areas surrounded by a pale vascular blush. Extrauterine abdominal pregnancy (Haber & Wilson 1965 , Dilts 1966 ) may be indistinguishable in the period prior to skeletal calcification from a metastasis of a trophoblastic tumour. In general it is not possible to distinguish between choriocarcinoma and invasive mole by arteriography, although filling defects due to hydropic villi can sometimes be defined. The abnormalities present in choriocarcinoma following full-term pregnancy tend to be less extensive than ITN following a hydatidiform mole.
Gonadotrophin excretion has been a much more reliable guide to the presence of active trophoblastic disease than has pelvic arteriography in our series. Curettage has sometimes given valuable morphological evidence of trophoblastic disease although curettings are often normal in patients with abnormal arteriograms, presumably due to the intramural location of the tumour.
Arteriography provides useful supplementary information about the presence and extent of invasive trophoblastic disease. The procedure is safe with no significant morbidity in the series of over 130 patients at Fulham Hospital, and radiological evidence of disease can be obtained in the presence of hemorrhage from the uterus and from vaginal metastases. Despite its limitations, arteriography has widened our knowledge of the nature, growth and dissemination of invasive trophoblastic neoplasia. Lymphography provides a means of direct examination of the lymphatic system, and is the most reliable method, other than biopsy, of demonstrating lymph gland metastases. It has the added advantage of permitting prolonged examination of suspect areas, and of allowing observation of the response to treatment. The efficacy of surgical extirpation of glands can be assessed, and a watch for recurrence or fresh metastases can be maintained.
In an unselected series of 50 consecutive patients lymphography was performed as an initial investigation on referral. Of these, 6 patients were separately classed as 'delayed lymphograms' because referral had been delayed more than two months from the time of diagnosis of the primary tumour and 2 of these (33 3 %) had positive lymphograms. Of the remaining 44 patients, 8 (18 %) had positive lymphograms. The importance of follow-up films in the more difficult cases is emphasized. A number of appearances other than filling defects or a 'pseudo
